




















































































The purpose of this study was to assess the effects of socio-cultural factors on maternal death in Tanzania with particular focus on Makete district in Njombe .region. The study attempted to answer the following questions: What are the social factors that contribute to maternal death in rural areas of Tanzania?  What are the cultural factors that contribute to maternal deaths in rural areas of Tanzania? What is the women’s level of decision-making on issues that can control maternal mortality? The study was conducted among child-bearing women, health workers and village leaders in four wards of Makete District. Their selection was done using random sampling techniques and purposive sampling techniques. The study included both qualitative and quantitative data which were obtained through in-depth interviews, interviews, focus group discussions and direct observation methods.  Regarding various social factors contributing to maternal mortality, the findings indicated that, women inability to make decisions on family planning use, women lack of decisions to go to the hospital during labour and women inability to decide to .attend ante-natal clinic can be the source of maternal death. On the other hand,  women lack of decisions on eating nutritious food and women lack of decision-making on child bearing are cultural factors which can contribute to maternal death., Concerning women’s level of decision-making on issues that can control maternal death, the findings indicated that, women level of decision-making in Makete district is low. Due to low level of women decision-making on various matters, its effects revealed include limited ante-natal clinic attendance (87%), early marriages (81%), bearing many children (74%), delays required care (61%), poor nutritious food (60%) and early child bearing (60%) were mentioned to have effects on maternal mortality.
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1.1 Background to the Problem 
Maternal death seems to be a major problem around the world. According to the world statistics, about 3.5 million women die due to birth complications, 2.5 million babies die few hours after birth and another 1.5 of still born occur annually (Bergstrong, 2011). However, this problem has been critical in developing countries particularly in sub-Saharan Africa and Asia. In these regions of the world, more than 500,000 women die each year due to complications of pregnancy and childbirths which are treatable or preventable (United Nations, 2007).

Tanzania is among the world’s highest infant and maternal mortality rates in the developing countries South of Sahara. The recent estimate shows that 67 of 1,000 deaths occur before the age of one year. It also shows that about 450 deaths per 1000 live births result from pregnancy related causes (Ministry of Health and Social Welfare, 2011). Records from various sources show that, there are multiple causes of maternal deaths. They include hemorrhage, hypertensive disorders, sepsis/infections, obstructed labor, anemia and abortion. Nevertheless, these factors or conditions are likely to be symptoms of the problem but there are root causes that lead to the above mentioned conditions, which at the end of the day result to maternal deaths particularly in rural areas. The root factors that lead to the above mentioned conditions/situations and hence maternal deaths may include economic hardship, cultural beliefs, lack of antenatal clinics, lack of reliable transport facilities, inability 
for pregnant women to make decision, and lack of skilled/trained attendants. 

This study looked in one of the above factors which is the inability to make decision among pregnant women in Tanzania particularly rural areas as a contributing factor to maternal deaths.  Inability to make decisions among women is a result of patriarchy system which is being practiced in most of African countries including Tanzania. Inability to make decisions among women is likely to make most of the women particularly in rural areas fail to act on sensitive issues that touch their own lives. This as a result is believed to have led to some conditions or situations that contribute to maternal deaths. Indeed, failure for pregnant women to make decisions has an impact on their health and that of their unborn children due to the following reasons:

During pregnancy it is necessary for a mother to be able to make decision on various matters in order to control maternal death. This is against patriarchy system, which dictates that, all decisions should be made by men. For instance, during pregnancy, this particular woman has to be able to eat nutritious and enough food in order to maintain and improve her health and that of the unborn baby. Nevertheless, according to patriarchy system the husband is the one who dictates what to be eaten as well as controlling the resources of the family. The husband is the one who decides on what kind and amount of food should be prepared for meals. Therefore, even if the pregnant mother dislikes some kind of food, she should either force herself to eat or leave that food and stay without eating. Sometimes men prohibit their wives from eating nutritious and delicious food. This is because they associate their arguments with beliefs and taboos such as “if the pregnant woman eats eggs, she will bear a child without hair”. This prohibits pregnant woman from getting appropriate food that is required by the mother and the unborn baby as a result establishing some conditions which put the mother and the baby at health risks. 

Normally women are obliged to take care of the family and the household in general. This include activities such as working in the farm in order to produce food crops for the family as well as  performing all the domestic chores including preparation of food.  This is accompanied by a chain of other activities which can cause fatigue to the pregnant woman. This also can make the pregnant women fail to get time to eat or to lose appetite. Women are those who are the first to wake up and the last to go to bed because they have no right to decide to rest. According to a report by Action Aid (2013), in African villages, women work for about three hours per day more than men because it is the women who must gather food, water and fuel necessary for survival. All these are likely to contribute to conditions which put pregnant women at health risks.

According to United Nations, (2007), antenatal care is recognized as a core component of maternal health services. If the pregnant woman attend antenatal clinic, it helps to identify potential risks and therefore, plan for a safe delivery. In most of rural areas however, women fail to attend antennal clinics due to inability to make decisions on issues concerning use of financial resources for instance to use money for transport fare to and from the antenatal clinic. Moreover, they cannot decide to go to the clinic for antenatal services or hospital when it is time for delivery without the permission of the husband (Evjen-Olsen, 2008). All these are still happening in most of Tanzania rural areas. This is contrary to educative information which insists on the importance of pregnant women to attend antenatal clinics provided by media, health workers and other stakeholders.

Inability to make decisions among women in the family and society particularly in rural areas has an effect among female gender. On the one hand, it has made young girls found themselves being forced into early marriages by their fathers or their male relatives. This situation leads to early and multiple pregnancies which can contribute to maternal mortality increase. On the other hand, inability to make decisions by women has led to violence which is done by man to women. Women who have dared to do something without the permission of their husbands have found themselves being beaten. This again is dangerous to someone who is pregnant since it puts her at health risks and / or pregnancy complications which can cause death of the mother, child or both. 

Moreover, inability to make decision has denied freedom to women from practicing family planning. This therefore, has made many women to bear many children as men want to have many children because according to African culture, man is proud when having many children. Taking into account that this particular pregnant woman has to work throughout the day without resting, not eating well, not receiving antenatal care and sometimes being beaten by the husband, hence, having multiple pregnancies puts her at health risks. The facts discussed above have prompted to conduct this study in order to assess the impact of women inability to make decisions on maternal death. The author has reached at this decision because government, national and international organizations have made their efforts to ensure that the health of mother and child is improved. Through these efforts health services, transport facilities, trained health workers are available from village to national levels.

1.2 Statement of the Problem.
Tanzania has set and implemented a number of plans in order to reduce maternal deaths. They include provision of adequate maternal health services, deployment of skilled birth attendants, improvement of transport facilities and sensitization on safe motherhood through media and meetings. In addition to that,  President Kikwete launched the National Road Map Strategic Plan to Accelerate Reduction of Maternal, Newborn and Child Deaths in Tanzania in April 2008 (Tanzania. United Republic, 2009). Apart from government’s efforts, a number of Non Government Organizations (NGO’s) such as Women’s Dignity, Tanzania Gender Network Programme (TGNP) and UMATI have been stepping up the efforts to reduce the number of maternal deaths. 

These organizations have been a catalyst to sensitize pregnant women and the public at large on the importance of being attended by trained personnel during pregnancy and delivery. They also enlighten pregnant women on how to identify pregnancy-related problems when they first appear. Furthermore, they have been going to remote areas for the purpose of reaching village women with the message of safe motherhood (Taylor-McGhee, 2010). 
From the above mentioned efforts made by the government and concerned organizations, one may expect the number of maternal deaths to decrease significantly. However, the rate of maternal mortality is still high particularly in rural areas. According to the World Health Organization, (2010) an estimated 13,000 women die each year in Tanzania due to labor and pregnancy–related complications. This number is still big compared to the efforts made to overcome the problem of maternal deaths. Due to this situation more researches are required to identify the factors which might be contributing to the continuation of the problem despite of the efforts made by Tanzania government and other national and international organizations. One among many factors contributing to the problem could be the cultural norms and values including women inability to make decisions. This study therefore, intended to find out whether inability to make decisions by women contributes to maternal deaths. The facts and findings gathered in this study will provide a base for suggesting ways that can facilitate effective means of addressing the issue to ensure that maternal mortality is significantly reduced.

1.3 Research Objectives
1.3.1 Main Objective of the Study 
The main objective of this study was to assess the effect of socio-cultural factors on maternal death in Makete district - Njombe region. 

1.3.2 Specific Objectives
i)	Identify various social factors that contribute to maternal deaths.
ii)	Identify cultural factors that contribute to maternal death.
iii)	Assess women’s level of decision-making on issues that can control maternal death.

1.4 Research Questions
i)	What are the social factors that contribute to perpetual increase of maternal death?
ii)	What are the cultural factors which contribute to maternal death?		
iii)	What is the level of women’s decision-making on issues that can control maternal death? 

1.4 Significance of the Study
It is expected that, the findings of the research will provide a base for policy makers and other interested stake holders in the efforts of solving the problem of maternal deaths. It is also expected that the findings will create awareness to the above mentioned groups on the impact of denied decision making to women. This on the one hand, will guide policy makers to formulate good policies that can deal with the problem of maternal deaths. On the other hand, awareness of the problem can be a step forward in the effort to fight against maternal mortality. This can help to take appropriate measures that would lead to significant improvement on the prevention of maternal deaths in rural areas and in Tanzania as a whole. 

1.5. Definition of Operational Terms	
1.5.1	Cultural Factors
According to this work, cultural factors refer to cultural norms and values that when practiced have effects on the health of the pregnant woman and her unborn baby
1.5.2	Maternal Deaths 
According to World Health Organization, (1999) maternal death is the death of a woman while pregnant or within 42 days of termination of pregnancy, irrespective of the duration and site of the pregnancy, from any cause related to or aggravated by the pregnancy or its management, but not from accidental or incidental causes. Another definition states that maternal death is the death of a woman which is related to pregnancy or childbirth (United Nations, 2007).

1.5.3	Maternal Morbidity
 According to Oxford Concise Medical Dictionary (1998) maternal morbidity is any illness or injury caused or aggravated by, or associated with pregnancy or childbirth.

1.5.4	Maternal Mortality Rate
According to Whitfield (1995) maternal mortality rate (MMR) is the annual number of female deaths per 100,000 live births from any cause related to or aggravated by pregnancy or its management (excluding accidental or incidental causes). The MMR includes deaths during pregnancy, childbirth or within 42 days after termination of pregnancy irrespective of the duration and site of the pregnancy, for a specified year.

1.5.5	Medical Factors 
These are defined as the direct obstetric complications which occur around the time of childbirth (Muoghalu, 2010).

1.5.6	Non Medical Factors
Non medical factors are defined as all indirect factors which can cause direct 
obstetric complications and as a result they can lead to maternal death. They include social and economic factors (Muoghalu, 2010).

1.5.7	Patriarchy System
It is a hierarchical system whereby male adults occupy high position of power over women and children as well as young men. This system is highly institutionalized and legitimized by customary law. The system is also highly respected even in affluent societies as it serves the purpose and interest of both the high class and lower class males (Kitula, 2007). 

1.5.8	Postpartum Haemorrhage
Whitfield (1995) define postpartum haemorrhage as the loss of greater than 500 ml of blood following vaginal delivery, or 1000 ml of blood following cesarean section. It is the most common cause of perinatal maternal death in the developed world and is a major cause of maternal morbidity worldwide.

1.5.9	Theory









Literature review is the process of reading and reviewing whatever has been written that appears to be relevant to the study topic.  It is important for the investigator to be accustomed with the previous studies on a particular topic before he/she starts to plan for his/her own study. The purpose of literature review is to familiarize the investigator with the latest developments in the area of study as well as in related areas.  Literature review is also aimed at identifying gaps in knowledge as well as weaknesses in previous studies. Moreover, it serves the purpose of avoiding duplicating previous studies, and to be able to access findings and conclusions of past studies which the investigator can relate to his/her own findings (Wellman, Kruger and Mitchell, 2005).

Despite the fact that, the study is conducted in Tanzania, this chapter presents a review of literature on maternal mortality worldwide. This helped to know the status of maternal mortality in different parts of the world and relate it with that of Tanzania rural areas. 

O’callaghan (2010) conducted a study which its objective was to establish if the maternal mortality rate increase or decrease worldwide. He conducted household surveys and measured maternal mortality rates in various countries for two years. The study findings showed that, the maternal deaths had actually dropped from 500,000 in 1980 to 343,000 in 2008. However, the author observes that although there has been a progress globally, if you look by country it is very mixed. There are some places where maternal mortality rates have gone down significantly and there are other countries where it is going up. 

Sloan.et al (2001) conducted a study with an objective reassessing the practical value of verbal autopsy data which, in the absence of more definitive information, have been used to describe the causes of maternal mortality and to identify priorities in programmes intended to save women’s lives in developing countries. The findings showed that the principal causes of maternal deaths are haemorrhage, pregnancy-induced hypertension, abortion and eclampsia.  

Asamoah, B.O et al, (2011) conducted a study that was aimed at assessing the causes of maternal deaths with respect to age, education level, rural/urban residence status and marital status. The study findings showed that, haemorrhage was the highest cause of maternal mortality and most of those who died from haemorrhage were in the age range of 35-39 years.    

 Maternal and Neonatal Program Effort Index in Tanzania, (2005) reveals that, cultural factors such as women’s low status in society, lack of access to and control over resources, limited educational opportunities, poor nutrition and lack of decision-making power contribute significantly to unfavorable pregnancy outcomes. Cultural norms and values like those which require a woman to first obtain permission from her husband or parents may also discourage women and girls from seeking needed health care services. Health care services such as family planning, safe abortion and treatment of STDs are naturally sensitive. Requirement to ask for permission is likely to make one fail and so remain with the problem and as a result leads to health risks. Other traditional practices which affect maternal health outcomes include the early marriage and female genital cutting. Many women in Sub Saharan Africa marry before the age of 20. Pregnancies in adolescent girls put both the mothers and their babies at risk for negative health consequences because their bodies are still growing and developing.  

United Nations (2007), observes that, each year more than 500,000 women die from treatable or preventable complications of pregnancy and childbirth in developing countries. However, in reality the so called treatable diseases are conditions which are caused by socio-cultural factors. These conditions would have been prevented if women and specifically  pregnant women were able to participate in decision making process at all levels as well as being able to make decision on the issues related to their health.  

 Muoghalu (2010), in her study examined five socio-economic and cultural factors namely poverty, education, employment, gender relations and food taboos/cultural practices in relation to maternal mortality. She found that maternal mortality in Nigeria is not just a medical problem; it is also socio-cultural. Muoghalu’s study is similar to this study in the sense that Tanzania and Nigeria are both developing countries with high mortality ratios. Like Nigeria, socio-cultural factors have been the causes of maternal deaths in Tanzania, particularly in rural areas. Although Muoghalu‘s study assessed and discussed the five factors mentioned above, her study is silent on how these factors are related to women inability to make decision. 
The source of poverty, illiterate, unemployment, gender relations and practice of cultural norms and values according to this study is due to denied decision making among women. If we take an example of poverty, most of the women are poor because matters related to resources are being decided by men. As a result women remain to be non-owners of such resources despite the fact that they are the main producers of the resources. The same applies to matters related to education, employment, gender relations, food and cultural practices. 

Weiss, (2011), commented on women marginalization whereby he said “Women bear almost all responsibilities for meeting basic needs of the family yet are systematically denied the resources, information and freedom of action they need to fulfill this responsibility.” It further points out that the vast majority of the world’s poor are women, two-thirds of the world’s illiterates are female, of the millions of school age children not in school are girls and HIV/AIDS today is rapidly becoming a woman’s disease.                                                    

Okolocha, (2010) conducted an Exploratory Multidisciplinary Study on Socio-Cultural Factors in Maternal Morbidity and Mortality in a Semi-Urban Community in Southern Nigeria. From his study it was found that, there was fairly a good knowledge of haerrmohage but this is restricted by attitudes, practices and situations that keep women away from or delay the decision to seek modern obstetric care. The relationship between Okolocha’s study and this study is that Okolocha stressed that, in trying to understand the factors associated with maternal mortality and morbidity, it is important to consider non-hospital and non-medical factors. This study as well assumes that most of the conditions that contribute to maternal deaths are a result of non-medical factors. 

The objective of Okolocha’s study was to understand socio-cultural factors that determine maternal mortality and morbidity in a semi-urban setting. However, only social factors and how they contribute to haerrmohage were examined leaving out sociio-cultural factors which are a source of customs and beliefs that restrict women from participating in decision-making. Since this study presumes that customs can have effects on maternal mortality, the study discussed both social and cultural factors which are likely to limit women’s autonomy to make decisions. 

Kisanga, (2010) in her study to analyze the status of nutrition of women in Tanzania. She found that, malnutrition among mothers; particularly in rural areas is a common phenomenon. She further argued that, the key problem which leads to maternal deaths especially in rural areas include workload, unequal ownership, access and allocation of resources and the secondary status of women in the decision making process.  Despite the fact that all the above mentioned factors contribute to the problem, this study assumes that, denied decision making power among women is a result of all other factors.  This is because all the other factors mentioned above would have been avoided if women were able to make decisions. For instance many women fail to get nutritious food because they can’t decide on the utilization of household resources such as money, farm and poultry products. 
Women inability to make decisions has an effect on their welfare especially pregnant women who need to be able to make decisions in order to avoid health problems. In most African cultures for example, women cannot decide on what to be prepared for meals. Sometimes they can be advised by health workers to eat some kind of food that should be purchased. This becomes difficult because they have no authority to use resources without the husband’s permission. As a result, malnutrition becomes prevalent to most mothers as they lack nutritious food as advised by health workers.

Due to the need for women to be able to decide on what to eat, Kisanga, was supposed to recommend on the need to give opportunity to women to make decisions as well as being allowed to participate fully in decision making process at all levels. It is the expectation of this study that, such recommendations can help to guide policy makers and stakeholders to formulate effective policies.  This is due to the fact that, together with other issues that touch women’s health, maternal nutrition during the pre and postnatal periods is very important for the outcome of pregnant as well as infant feeding. A good and adequate balanced diet as well as vitamin and mineral supplementation, improves birth outcome and maternal well-being. Inadequate balanced diet leads to underweight which then contribute to poor maternal health and birth outcomes.

Kilonzo, (1996) conducted a study to assess the problem of maternal health and safe motherhood. The findings showed that, before 18 and after 35 years are likely to cause maternal problems. It was also found that socio-cultural aspects are directly related to unsafe motherhood and the more the use of pre-natal and ante-natal care the safer motherhood is expected. Kilonzo’s study like this study assessed the effects of socio-cultural factors on maternal deaths. However, Kilonzo’s study did not point out the effects of women inability to make decision on maternal deaths. This is a gap that needs to be filled by this study because problems caused by other factors such as unavailability of prenatal and antenatal clinics have been solved yet the problem is still prevalent.

Although Kilonzo pointed out that, the more the use of pre-natal and ante-natal care, the safer motherhood is expected. However, she did not talk about the challenges that could face mothers who are expected to use the said services. These mothers are in the villages, it is possible that pre-natal and ante-natal services are available far from their homes, so how are they going to reach there? As she mentioned above, there are socio-cultural factors which lead to unsafe motherhood, yet she did not provide any solution to this.

MacLeord and Rhode, (2004) conducted a study which its  objective was to determine the maternal mortality rate in a rural district of Tanzania and to measure the incidence of causes of maternal mortality, the presence of risk factors and the relationship with social and demographic factors. The findings showed that a total of 76 deaths occurred which is equivalent to a maternal mortality ratio of 961 per 100,000 live births for 12-month period of time. The findings also showed that, the leading causes of death were postpartum haemorrhage with retained placenta, anaemia, AIDS complex and obstructed labour. The authors of the above mentioned study also argue that mothers and their families followed strong cultural beliefs even 
when they were detrimental to the mother’s health. 

Another cause of maternal mortality highlighted by MacLeod and Rhode is that the mothers and their families followed strong cultural beliefs. This is due to men’s oppression and domination over women, who force women to practice cultural norms and values which are not conducive to women’s health. Under normal circumstances it is difficult for someone to practice something which is detrimental to one’s side. These mothers are obliged to abide by the cultural norms and values because they do not have the courage to say no to such kind of detrimental cultural beliefs. Men on their side insist on these cultural beliefs because they are not harmful to them and it is possible that by following those cultural beliefs it is beneficial to them. 

 However, according to this study the above mentioned diseases would have been avoided if women were free to make decisions on various issues related to their welfare.  It is therefore, likely that, socio-cultural factors and specifically women inability to make decisions are the sources of maternal death problem. For example, in some parts of Africa, women are forced to be circumcised. Female circumcision leads to health problems including hemorrhage, pain, infection, perineal tears, and trauma during child birth. If women were able to make decisions, they would have abolished such a practice because it is unsafe to their health. 

McElroy and Townsend, (1996) conducted a study with the objective to assess impact of cultural practices on women decision-making. His findings indicated that, in societies where women are able to make decisions themselves, especially about their education and their reproductive choices, have longer life expectancy, lower mortality rates and better overall health. This is different from societies where women are denied decision making power, their health is at risk and the maternal mortality rates are high. 

Evjen-Olsen et al, (2008) conducted a study which was aimed at assessing the  risk factors for maternal death in the Highlands of Rural Northern Tanzania. The findings indicated that, increasing maternal age, ethnic and religious affiliation, and low formal education of the husbands were associated with increased risk of maternal death. The authors further emphasize that; education of the male decision-makers should be given high priority since their choice greatly affects the survival of pregnant and delivering women. 

 Nevertheless, this study assumes that, most of the above mentioned factors are caused by the situation whereby men humiliate and marginalize women and thus, does not give them chance to practice decision making. We have seen that in developed countries where both men and women have the right to make decisions, the mortality rate there is very low. If we take the instance of increasing maternal age which is mentioned by Evjen-Olsen as a factor to maternal mortality, it is because of denied decision making. A woman cannot decide on herself to stop bearing children even if she thinks that she is not at the right age to bear children. Therefore, this study intends to establish that, if women would be able to make decision in their families and community, maternal mortality rate will significantly decrease. 
Evjen-Olsen emphasized furthermore that, education of the male decision-makers should be given priority. Nevertheless, this study aimed to determine that, what should be given priority now is to give opportunity to women to be able to make decisions. If men would be educated to be decision-makers there will be no women liberation and as a result the effort to reduce maternal mortality will not bear fruits.   
Cham, Sindby, and Vangen, (2005) conducted a study which the main objective was to describe the socio-cultural and health service factors associated with maternal deaths in rural Gambia. The findings showed that women do seek access to care for obstetric emergencies, but because of a variety of problems encountered, appropriate care is often delayed. It further remarks that disorganized health care with lack of prompt responses to emergencies is a major factor contributing to continued high mortality rate. 

This study however, assumes that delayed obstetric services in most cases occur because in many communities and families, women are not allowed to make decisions. For instance, during pregnancy, a mother needs money for various needs such as transport fare, buying nutritious food and paying for health care services.  As said before, according to African tradition women are not allowed to own resources as well as using those resources without the permission of the husband. Women are also not decision makers in issues related to these resources. For this reason even when there are some issues that need decisions on the use of the resources, the woman cannot do anything except waiting for the husband to decide. Consequently, obstetric emergency care delays which occur now would have been avoided if women were able to make decisions and it would have solved the delay problem. This study therefore, supposes that, most of conditions that contribute to maternal deaths are socio-cultural norms and values based on patriarchy system which does not give room to women to make decisions.  

De Brouwere et al. (2011) conducted a study with the objective of assessing the implementation of policies and programmes to reduce preventable maternal mortality and morbidity in low and middle income countries. The study findings indicated that, accountability in many low and middle income countries mechanisms relating to maternal health are not easy to implement.

Furthermore, study findings revealed that, community participation is not difficult to organize at primary health care level and actually is organized in many low income countries. However, the inclusion of women in community representation is less easy and addressing women’s concerns still less easy and transparency enables citizens to participate fully in the review and refocusing of public policies. Moreover, the study results showed that, women are marginalized in decision making and they are powerless due to their lack of education and place in society or their family. It also showed that, very few countries have organized campaigns against domestic violence or developed campaigns relating to women’s rights promotion. Finally, it was revealed that, there are no long term investment, political stability and clear commitment from donors to continue sponsoring maternal programmes in the poorest countries.      

De Brouwere’s study has showed the weakness of Low and Middle Income Countries on the implementation of policies and programmes related to reduction of maternal mortality and morbidity. In fact all the seven areas that the author has highlighted have their input in the efforts to fight against maternal mortality. However, this study may differ with De Brouwere on the point that women are marginalized in decision making and powerless due to their lack of education. The experience shows that there are educated women in the society who are denied decision making. Furthermore, there are some instances whereby both men and women are or not educated yet women are those who are marginalized. What can be said here is that, the patriarchy system which is being practiced in most of developing countries is the source of women marginalization and hence denied opportunity to participate in decision making.  

Alvarez et al. (2009) conducted a research with the purpose of determining different types of factors associated with the high maternal mortality ratio in Sub-Saharan countries. The authors mentioned these factors as Health care system-related, educational and economic indicators. In their study they found that, in the case of Health care system-related indicators, a strong direct relationship between the maternal mortality ratio and the infant mortality rate was observed. A strong inverse relationship with prenatal care coverage, births assisted by a skilled health personnel, and access to an improved water source was observed as well.

In the case of economic indicators, there was no significant relationship observed with exception of the Gross National Income per capital, the per-capita government expenditure on the health and the out of pocket expenditure on health. Moreover, the educational indicators showed inverse relationships with the maternal mortality ratio in all cases. They were significant and strong for adult literacy rate, contraceptive prevalence, ratio of female rate to male rate, primary enrolment rate, and primary female enrolment rate and education index.

However, Alvarez observations on the case of economic indicators which is said to have no significant relationship with maternal mortality ratio might not be applicable everywhere. In some cases, there is a relationship between economic status and maternal mortality ratio. In developed countries for instance, as observed earlier, there is a very low maternal mortality rate as compared to underdeveloped countries. Even in underdeveloped countries in rural areas where poverty is alarming, maternal mortality ratio is higher than in urban areas where people are somehow not poor. Commission for Human Rights (2011) reveals that, in many countries maternal mortality rates are higher in regions that also have high poverty levels and largely rural population. In relation to this, Izugbara and Ngiangwa (2010) argue that, a poor woman in Ethiopia is 200 times more likely to die as a result of pregnancy and childbirth than a woman in the UK.   

This study is guided by conflict theory which asserts that, the relationship between females and males has traditionally been one of unequal power, with men in a dominant position over women. According to Schaeffer, (2004) men may originally have become powerful in preindustrial times because their size, physical strength, and freedom from childbearing duties allowed them to dominate women physically. Although in contemporary societies such considerations are not so important, yet cultural beliefs about the sexes are long established. Such beliefs support a social structure that places males in controlling positions. According to conflict perspective, contemporary societies still maintain cultural beliefs which dominate women. This corresponds to the current societies based on patriarchy system which dictate cultural practices that are the source of maternal mortality.

According to Crossman, (2011) conflict theory emphasizes the role of coercion and power in producing social order. Conflict perspective is derived from the works of Karl Marx who saw society as split into groups that compete for social and economic resources. When consensus exists, it is attributable to people being united around common interests, often in opposition to other groups.  

According to conflict theory, inequality exists because those in control of a disproportional share of society’s resources actively defend their advantages. The masses are not bound to society by their shared values, but by oppression at the hands of those in power. Conflict perspective emphasizes social control, not consensus and conformity. Groups and individuals advance their own interests, struggling over control of societal resources. Those with the most resources exercise power over others with inequality and power struggles resulting. There is great attention paid to class, race and gender in this perspective because they are seen as the grounds of the most pertinent and enduring struggles in society.

Conflict theorists find social conflict between any groups in which the potential for inequality exists, racial, gender, religious, political, economic and others. Conflict theorists note that unequal groups usually have conflicting values and agendas, causing them to compete against one another. This constant competition between groups forms the basis for the ever-changing nature of society.

In this study conflict theory becomes relevant because it clearly explains how social structure formed by patriarchy system places males in controlling positions which have effects on women’s welfare. The conflict theory sees gender difference as a reflection of suppression of one group (women) by another group (men). Unequal power between males and females also has led to unequal social and economic opportunities between males and females. Due to this, women have failed to access or own resources, women have been unable to participate in decision-making as well as not being considered for education and employment opportunities. The above mentioned factors have an implication on maternal mortality; for instance, many pregnant women die because cultural norms and values based on patriarchy system which requires their husbands to make decisions on most of the family issues including maternal issues. This is due to the fact that, in such a system women are not involved in decision making because there are no shared values between men and women.

 Furthermore, women themselves are so afraid and poor that they do not have the boldness to go to the antenatal care or hospital on their own. This as a result makes women not to be in a position to present their views on what to be done in order to avoid maternal health risks which might happen during pregnancy and delivery.  Detrimental cultural factors which are dictated by patriarchy system still prevail in most African communities and Tanzania in particular.  Many women are obliged to obey cultural practices imposed by their husbands or other male members of their families even though such practices are destructive. They do so because they feel that it will be unethical to go against stipulated cultural norms and values. Mathews (2005) quoted a Hausa young woman who explained as follows:

“It is very important always to obey your husband’s instructions. This will go to long way to help the benefit from the marriage. Married women can only go to heaven on the heels of the husband. A married woman should not complain-only at the point of death-and even then you should exercise patience. So I just want to appeal to all that no matter what your husband asks you to do please do it and you will be rewarded by Allah”.      

This young woman was married at the age of 15 years in a polygamous marriage and during the conversation with her; she was pregnant with four children at the age of 22 years. This therefore, tells us that since majority of women are submissive to male authority, it is difficult to get rid of social and lcultural factors such as early marriages, poverty, ignorance, multiple pregnancies, denied decision-making power, female circumcision and violence against women. This as a result becomes a barrier to the effort to reduce maternal deaths among women in most of African societies.












Figure 2.1: Connection between Conflict Theory, Social Cultural Factors and Failure to Control Maternal Death
Source:  Conflict Theory                                

2.2	Research Gap











This chapter outlines the study design, study area, study population, sampling techniques and data collection methods.  
 
3. 1 Research Design
A research design refers to the arrangement of conditions for collection and analysis of data in a manner that aims to combine relevance to the research purpose with economy in procedure (Kothari, 2004). This study used a descriptive research design. Descriptive research design attempts to describe and explain conditions of the present by using many subjects and questionnaires to fully describe a phenomenon.

3 .2 Study Area
This study was undertaken in Makete. District which is situated on the South-West of Njombe Region (formerly Iringa Region). This area was chosen because it is among the places which maintain cultural norms and values that seem to have some elements of gender inequality and therefore leading to situations that are likely to contribute to maternal mortality. Therefore the study needed to investigate if there is any relationship between cultural beliefs and maternal mortality in the study area. 
















Figure 3.2: The Map of Makete District

3.3 Study Population
The population for this study was made up of all women of the reproductive age in Makete District that is to say from 15-49 years. This is due to the fact that, there are those who experience problems during pregnancy and delivery. It also involved health workers and village leaders in Makete District. Health workers were included because under normal circumstances are those who provide maternal services during pregnancy, delivery and after delivery. For this reason it was believed that health workers have information on the whole issue of maternal deaths.  Village leaders on the other hand were involved in the study because they have the information on maternal deaths which occur at their places.

3. 4 Sampling Techniques
 Sampling is the process of obtaining sample units of population to be used in the study (Kothari, 2004). In this study, random sampling techniques and purposive sampling techniques were used. 

3.4.1	Purposive Sampling Technique
Purposive sampling technique was used to select child- bearing women for in-depth interviews, health workers and village leaders. This sampling technique was aimed at obtaining key informants who could provide information which can satisfy the study objectives.  

3.4.2	Random Sampling Technique
Random sampling technique is a process of selecting a sample from population in such a way that each item or person in the population has an equal chance of being selected. This sampling technique was employed to select child-bearing women who were aimed at providing data through questionnaires, interviews and focus group discussions. Table 3.1 shows the child-bearing women participated in in-depth interviews, interviews and focus group discussion as were selected per village. 




Questionnaires and FGD 	24	24	24	23	95
Total	25	25	25	25	100
Source: Field Data (2012)

According to the data presented in the table above, it shows that there were 100 child bearing women who were taken from the sample size. This included 5 women for in-depth interview, 95 women for interview, and 32women for focus group discussion. It should be noted that, participants of the focus group discussion were chosen from amongst 95 women who were participating in the interview.

Table 3.2: Number of Health Workers Respondents by Village






Source: Field Data (2012)

According to the data presented in the table above, the number of heath workers who were included in the sample for data gathering were 10. The data also indicate that, 2 health centers namely  Kisinga and Ukwama the study decided to probe 2 health workers from each center while  other village health centers namely Bulongwa and Ikonda the study decided to take 3 health workers in each heath center thus making a total number of 10 heath workers from 4 heath centers.

3. 5 Data Collection Methods
In order to obtain the data which is relevant on maternal deaths in rural areas and particularly Makete District, the study used various data collection methods which included Focus Group Discussions, Observation and In-depth interview from informant.

3.5.1 In-Depth Interviews
In- depth interviews involved a small number of child bearing women whom it was believed that they have more and relevant information on maternal deaths. Some village leaders whom were thought to have valid information on maternal deaths were also involved in the interview. Health workers including doctors, midwives and nurses who deal with maternal services were also interviewed. The investigator prepared interview questions which guided her to ask questions on cultural norms and values, economic status, maternal mortality status, response to practice family planning and awareness about the problem of maternal mortality. Since this was the method that was expected to provide much of the data in relation to the problem being studied, respondents were asked to explain thoroughly whatever information was required. The responses were recorded by the assistants and at the same time observations were taking place. 

3.5.2 Focus Group Discussions
Participants which included 32 women and 8 men were requested to volunteer to 
participate in the Focus Group Discussions. The participants were then allocated into five groups that is to say four groups comprised women and one group formed by men participants. It was decided to group male participants separate from female participants because it was learnt earlier that traditionally women are not allowed to talk in presence of men. Hence this was done in order to make women express themselves freely. Thereafter, the participants were requested to confirm their interest and availability. After confirmation, participants were given times and locations of the Focus Groups Discussion. The FGD question guide was used to ask various questions in relation to the factors that can contribute to maternal mortality in Makete District.

Before the start of every Focus Group Discussion session, it was also necessary to establish a rapport in order to make participants feel free to talk and give their opinions and experiences. Thereafter, the topic was introduced and the participants were guided on how the discussion would be conducted. During the session, probe questions which were already prepared were used and the notes from the discussion were noted down. Moreover, observation was taking place in order to identify any peculiar behavior from participants. 

3.5.3 Questionnaires
Questionnaires are sought to be appropriate method of collecting quantitative data. The questionnaire has an opportunity to establish rapport, explain the purpose of the study and the meaning of items that may not be clear and it is very economy of time and expense. This study employed questionnaires to collect information from child bearing women with regard to the research questions. Questionnaires were prepared for use in order to get specific information from different respondents. Women involved in the study were those of child-bearing age only. The reasons for involving child bearing women only was because it was aimed at getting the real feeling of the maternal problems which at the end of the day lead to maternal deaths. Therefore, it was assumed that if many child- bearing women were involved, much data from their experience would be obtained. 

3.5.4 Observations
This is one of the most useful tools of data collection. Cohen et al. (2000) insist that, data derived from observation are attractive as it helps to be able to observe the real situations. Observation is a method of collecting data which involves the application of human being senses like ears and eyes. The aim of using this method was to capture the actual behavior or habits of the respondents in their natural setting. In this study, observation was taking place during the sessions of focus group discussions, interviews and in-depth interviews. Any unusual behavior or habit was noted according to the observation guide.

3.6 Reliability of Data Collection Methods
The reliability of the data collection method is the degree to which that method produces equivalent results for repeated trials (Bless,Higson-Smith, and Kagee 2006).  The data collection methods used in this study were reliable because they were appropriate for  gathering data which would produce the same findings for repeated trials of the same methods..
3. 7 Data Analysis Techniques 
3.7.1 Quantitative Data
A computer software referred to Statistical Package for Social Sciences (SPSS) was used to analyze quantitative data. Handling and analysis of data collected through questionnaires proceeded in the following ways. First, a codebook was prepared. This was followed by the preparation of data file and data entry. Before analysis, data were screened and cleared. This involved data check up and correction in the data file. Finally, data were analyzed. Descriptive statistics mean, frequencies, and percentages were calculated and presented in tables, figures and other statistical presentations. 

 3.7.2 Qualitative data
Data collected through focus group discussions and interviews were managed and analyzed as outlined below: 
i)	The tape recorded proceedings were transcribed verbatim immediately after the field work on a particular day.
ii)	The transcriptions were typed and saved onto a computer; enough back-up copies were prepared and stored separately in computer and memory sticks.
iii)	Prior to actual analysis of the focus group and interview data, all transcriptions were translated into English
iv)	 An inductive thematic analysis approach was employed, in which emerging themes were identified and directly linked to the data themselves. The following six thematic steps were followed: familiarization with data, generating initial codes, searching for themes, reviewing themes, defining and 
naming themes and producing the report. 

To ensure consistency during the analysis, one research assistant read independently all transcripts from one site, in order to gain a sense of the range and types of responses. The researcher developed a list of initial thematic categories based on repetition of ideas, words, images, and examples in participants’ responses. The same researcher, independently read transcripts from the remaining sites adding new thematic categories or refining existing ones through an iterative process that involved a constantly checkup of the categories against the data. The researcher considered both dominant and alternative views by determining which views reflect the majority opinion and those which were expressed by one or several respondents. Finally, a second assistant researcher independently read the transcripts, using the same procedures described for the first researcher. A comparison of the thematic categories generated by the two researchers was made. In case of any differences, the researchers resolved and reached consensus based on a re-examination of the transcripts.

3. 8 Ethical Considerations
According to Marshall (1998), research ethics are moral rules and professional codes of conduct to the collection, analysis, reporting and publication of information about research subjects, in particular active acceptance of subjects’ right to privacy, confidentiality and informed consent. 

As far as this study is concerned, ethics were considered. Before the commencement of data collection process, respondents were told about the purpose of the study and then were asked to participate voluntarily in the study. Anonymity of the participants was also maintained throughout the study in order to maintain participants’ privacy. Furthermore, the information provided by the participant was confidential and it was for the purpose of the study only.

3.9 Study Limitation    






4.0 DATA ANALYSIS, PRESENTATION AND DISCUSSION OF THE FINDINGS

4.1 Introduction 
This chapter analyses, presents and discusses the findings on the effects of socio-cultural factors on maternal mortality in Makete District. The chapter begins with the presentation of demographic characteristics of the participants who were involved in this study, as per population and sample information in chapter three. Findings on various social and cultural factors that contribute to maternal mortality are presented,  This is followed by presentation on women’s level of decision making on issues that can control maternal death.
   
4.2 Demographic Characteristics of Participants
Respondents who participated in the study were grouped into three categories. The first category comprised of the 100 child bearing women, followed by 10 health workers from four health centers in four villages, and 4 village leaders (one from each village).

4.2.1 Child Bearing Women
This was the largest group of participants studied. It was the interest of the researcher to capture the information on maternal issues from mothers themselves. Their characteristics are as presented in table 4.3. According to the  findings  presented in table 4.3, it can be observed that, a good number of child bearing women studied were a bit aged (20 - 24 years) as they were represented by 31%, followed by 40 – 44 years old group represented by 28%. Two groups aged 30-34 and 35-39 represented 14% each. However, most of these women were married (72%), while divorced cases were minimally reported (7%). It was also found that about 59% of the participants had primary school level of education. This reflects a reality that in Tanzania rural areas many people are standard seven leavers. Another tangible group of participants had never attended school at all (20%), and very few (7%) had tertiary education. Farming is known to be a key economic activity to many Tanzanians, thus, it was not astonishing to find out that 65% of the studied child bearing women were farmers.
























Source: Field Data (2012)
4.2.2 Health Workers
About 10 Health Workers participated in the study where six were females and four were males. This health workers’ ration is due to the fact that in the health centers visited, there were many female health workers than males. Two health workers came from Ilamba village, three from Kisinga, two from Usagatikwa and three from Masisiwe villages. The age of health workers ranged from 30 to 45 years old and most of them had studied up to a diploma level in medicine. Only two health workers were midwife nurses.

4.2.3 Village Leaders       	
This study involved 4 village leaders, each from one village. These were the Village Executive Officers. It was felt that these officers were well informed of the whereabouts of their villages. Three of these were form four leavers whereas one was a form six graduate. According to the Local Government Policy (URT,2005) VEOs are expected to have completed the Ordinary Level of Secondary Education, Advanced Level of Secondary Education or any professional diploma in the areas of Social Sciences, Public Administration and Local Government, Law or any diploma from a recognized institution. Two officers had served for a period of two years, and the remaining two had one and three years respectively.

4.3 Identification of Social Factors that Contribute to Maternal Mortality












Figure 4.3: Prevalence of Maternal Mortality in Makete District
Source: Field Data (2012)

Despite global efforts through the Safe Motherhood Initiative and the declaration of the Millennium Development Goals (MDG), there is only a slight decline in maternal mortality in sub-Saharan Africa (Hogan, et al., 2010; Lozano, et al., 2011). Although Tanzania has made efforts to improve maternal health services, however, these efforts not delivered a significant decrease of maternal mortality rate.

In sub-Sahara Africa the increase in the rates of maternal mortality is not only due to inadequate health services, but also none medical factors such as social and cultural factors have turned out to be intractable problems even in situations where modern health-care facilities and personnel are available (Adamu, 2005). The consequences of maternal mortality and morbidity are felt not only by women but also by their families and communities. Women are primary guardians of the health, education, nutrition and social well-being of their children and in many cases breadwinners of the family which makes the impact of maternal mortality in affected families traumatic. Maternal deaths perpetuate poverty in the family and represent a loss of potential income and increasing socio-economic burden on the family.

When undertaking this study, it was important to investigate the socio-cultural cultural system that guide the community in the study area. The study found that, there are a number of social and cultural factors that contribute to maternal mortality, however, this study concentrated on social and cultural factors that are a result of women inability to make decisions in order to control maternal death. The findings also revealed that, culturally women in Makete district are not allowed to make decisions. Women in the study area are not allowed to make decisions even on health issues which are very important for their safe motherhood. This is likely to be the reason for the prevalence of high maternal mortality rates as indicated by majority of the respondents in figure 4.3.

Since it was assumed by this study that, social factors can contribute to maternal mortality, respondents were asked to which extent they agree or disagree with these social factors as factors which contribute to maternal death. The findings are as seen in table 4.4 
Table 4.4: Social Factors that Contribute to Maternal Death in Makete District
Social Factor	Agree (%)	Uncertain(%)	Disagree %)
Women inability to make decisions on family planning use	80	14	6
Women inability to decide to attend antenatal clinic       	56	30	14
Women inability to make decisions to go to the hospital during labour	60	28	12
Source: Field Data (2012)

4.3.1 Women Inability to Make Decisions on Family Planning Use
Another social factor identified to be a contributor to maternal mortality is lack of decision making on the use of family planning methods. Among the respondents who responded Lack of decision making for women with regard to the number of children in the family could have a remarkable impact to child bearing women. Continuous child bearing weakens the women and increases the exposure to maternal complications which would end up to deaths. Family planning helps to save women's and children's lives and preserves their health by preventing untimely and unwanted pregnancies, reducing women's exposure to the health risks of childbirth and abortion as well as giving women, who are often the sole caregivers, more time to care for their children and themselves. According to USAID (2006) all couples and individuals have the right to decide freely and responsibly the number and spacing of their children and to have access to the information, education and means to do so.
Family planning and Maternal and Child Health (FP-MCH) are key components of the UN’s Millennium Development Goals, given their central role in healthy and productive populations. Tanzania has made some progress in these areas in recent years (Theddues, & Maine, 1990), but the situation in rural areas including Makete District is not promising. Virtually all (99.8 percent) respondents were aware of the existence of modern contraceptives, and most of them were aware of at least two modern methods. Yet, about 80% reported that they do not use them due to fear of their husbands. Awareness of the condom was highest (98 percent). Awareness of natural methods (withdrawal method, postpartum abstinence, and safe period) was also quite high (at 92.7 percent, 92 percent, and 89.4 percent respectively).The most popular source of information about family planning among them was the radio and antenatal clinics (at 93 percent and 95 percent respectively). Respondents reported that most men were against the use of family planning methods, as one of the interviewed health workers said; 

“Family planning methods are a big challenge in this community, and its why this zone is one of the areas with the highest HIV infections. Men never accompany their wives to clinics where family planning is always preached. Most women are aware of these methods, but when it comes to decisions on whether to use or not, its men who decide”.

When asked as to why men refuse to accompany their wives to the clinic, the health worker respondents said that, 

“Women coming to the antenatal clinics say that, traditionally men are not involved with maternal issues.   That is why even before the modern maternal health services, traditional birth attendants were women. Therefore, men see that, it is an abnormal thing for men to accompany their wives to the clinic or hospital for delivery”.  
The issue of inability to make decisions on family planning use was also discussed at the focus group discussion. The female participants revealed that, they have to practice family planning secretly because their husbands are against it. They moreover said that, this is a challenge because the services are found far away from their homes. They said this becomes difficult for them to go to the clinic for this service without the awareness of their husbands. On the other hand, some of male participants revealed that, using family planning methods can cause infertility to the woman. They therefore said that, women should bear all the children until when are finish. The remaining few male participants said that, it is necessary to practice family planning since the life these days has became difficult. They revealed that, family planning can help the family to have children whom they can be able to take care.

Through observation, this study found that, the health of most of the women was poor. This coincides with the assumption of this study that multiple pregnancies can deteriorate women’s health. The observations also showed that, majority of the women participants were concerned about time. When it was about to end the session they were unsettled, everyone planning to rush to perform her activities. As said earlier women are the one’s who carry out almost all the family activities whether they are pregnant, not pregnant and when having babies on their backs. Therefore, inability to make decisions on family planning use puts women at health risks which at the end of the day can contribute to maternal death. Moreover, findings from observations showed that, women were fearful to express their views during discussing. Women also were always looking outside to ensure that, when they discuss men are not around to hear what is being discussed.Observations from male participants showed that, men were talking with authority and confidence especially when they were against something. This indicated their authority which they have over women. These findings correspond with the perception of conflict theory which states that, although in contemporary societies such considerations (power due to men’s size, physical strength, and freedom from child-bearing) are not so important, yet cultural beliefs about the sexes are long established. Such beliefs support a social structure that places males in controlling positions. 

Findings from the literature revealed that, family planning information and services in Africa are not targeted towards men; services are instead traditionally presented within the context of maternal and child health (Blumberg, 1991). A technical report by United Nations Population Fund stated that, most reproductive health/family planning service delivery systems are almost entirely oriented to women and provide little or no information about male contraceptive methods. 

Health workers are sometimes poorly trained in counseling men about safer sexual practices and male methods, and may communicate negative rumors about them. This focus on women has reinforced the belief that, family planning is largely a woman’s business, with the man playing a peripheral role (Agarwal, 1994).

Stressing on this point, one among the interviewed village leaders insisted that, non using of family planning methods is one of the causes of death in women from Makete District, and he said; 
“Women here give birth continuously because men are not involved in family planning use. From radios to televisions, you keep hearing these programmes insisting only women to use family planning. This makes men see themselves as not part of the programmes. And from our context, in most societies, men decide everything in their families. So if they are ignorant of family planning, what do you expect? Children will be born every week”. 

The study further found out that, a woman in Makete society was characterized as the supporter of the husband, a caretaker of the family, and a bearer of children. A woman’s ability to bear children was linked very closely to the definition of a woman. Talking on men’s perception on family planning, one of the village leader revealed that, majority of men believe that, if their wives use family planning they will not get the number of children they want. He also argued that, family planning methods can lead to a woman being barren as well as being promiscuous. Therefore, he said that, when a woman is married, she is responsible for bearing as many children as possible. This illustrates that, women’s decision making power related to contraceptive use was limited by the norm that a woman should respect her husband and obey his decisions. While many women were the first to raise the issue of family planning, they reported to have typically consulted their husbands and sought approval before initiating use of contraceptives. Those few who decided to initiate contraceptive use, they did it on their own, without the husband’s consent.

This study identified a combination of gender norms and other factors that function as barriers to the use of modern contraceptives in the study area. Many of the gender norm barriers function as barriers only in combination with other factors. For example, insofar as men lack the knowledge and motivation to practice family planning, and women cannot decide by themselves to use contraception nor confine sexual intercourse to days when they are not fertile (although a significant number were using the calendar method). Similarly, men’s dominance in decision-making is a barrier to contraceptive use only insofar as men want large families, according to the interviewed women, or are against contraceptive use for another reason. 

The findings on men’s decision making on family planning are in line with other studies reviewed. Shehu (1999) writes that in most patriarchal families, power and authority are ascribed to husbands, and wives usually expect that their husbands will make most of the decisions. In reality, however, there are variations between couples and within cultural patterns, depending on the spouses' level of education, individual preferences, social status, economic input, and personal values (Beckman 1978; Blood and Wolfe 1960). The difficulty arises when one wishes to measure a spouse's individual power, influence, bargaining and exchanges within the process of making decisions.

Most contraceptive methods are designed for women's physiology; therefore, it is often assumed that women make their own decision about using modern contraceptives, but this is not always so. Recent cross-cultural studies examining men's attitudes concerning their wives' use of contraception reveal that men have an important role in decision-making and that many women need their partners' approval to use a method. 
Shedlin and Hollerbach (1981) point out that, in Mexico women cannot make any decision about the use of contraception without consulting their husbands. Browner (1978), working in Ecuador also found that, men's attitudes affect their wives' decisions regarding the use of contraceptives. Similar findings were reported by Harris (1979); Hollerbach (1980); and Scrimshaw (1978). In Zimbabwe, it was found that men have a major role in making decisions about using family planning methods and in determining how many children a couple should have (Adamchak and Mbizwo 1991). A study conducted in urban Sudan reported that husbands make the decision about the use of modern contraception, and among users, husbands take the responsibility for providing their wives with contraceptives (Kabeer, 1994). Another study from rural Ghana revealed that the husbands' positive involvement in family planning contributed to a decline in fertility (NCPEA, 1995). During a survey conducted in Indonesia, wives reported that they needed their husbands' approval for the practice of a contraceptive method (United Nations population Fund, 2001).

There is a close relationship between attachment to family planning methods and the number of children in the family. Lack of decision making for women on the number of children couples should have; can lead to continuous child bearing which in turn, weakens the women, and can contribute to maternal death.

4. 3.2 Women Inability to Attend Ante-natal Clinic 
Investigation was made on women inability to attend ante natal clinic. The findings indicated that women lacked decisions to attend antenatal clinic to ensure safer deliveries. About 56% of the respondents revealed that, men dominate decisions regarding women attending antenatal clinics. Antenatal care (ANC), along with family planning, skilled delivery care and emergency obstetric care, is a key element of the package of services aimed at improving maternal and newborn health (WHO, (​http:​/​​/​www.plosone.org​/​article​/​info:doi​/​10.1371​/​journal.pone.0053747" \l "pone.0053747-World1​) 2010;  Campbell & Graham, 2006) (​http:​/​​/​www.plosone.org​/​article​/​info:doi​/​10.1371​/​journal.pone.0053747" \l "pone.0053747-Campbell1​). In light of evidence from a 2001 systematic review (Carroli, 2001) (​http:​/​​/​www.plosone.org​/​article​/​info:doi​/​10.1371​/​journal.pone.0053747" \l "pone.0053747-Carroli1​); the World Health Organization (WHO) began promoting a new model of ANC for low-income countries, moving away from the traditional model, developed largely in the West.

Women inability to attend ante-natal clinic was also investigated through focus group discussion. Women participants revealed that, they are facing problems when they need to attend antenatal clinic. They said that, their husbands do not want them to attend clinic due to the fact that, they will ask for money that are needed for maternal health services and facilities.  Additionally, the participants said that, since they have no power to decide on themselves it becomes difficult to attend to the antenatal clinic.  Men who participated in the discussion on women inability to attend antenatal clinic revealed that, they don’t see the importance of pregnant women going to the clinic. They said that,

 “There is no relationship between not attending clinic and maternal deaths. During our fore mother’s time there were no hospitals and they delivered safely and those who died it was misfortune. The same applies now that, attending clinic is a guarantee for pregnant women not dying. Dying during pregnancy or delivery can happen to those who attend clinic or those who don’t attend. Therefore, attending clinic is wastage of time and money” 
It is only at the antenatal clinic where pregnant women can obtain advice and treatment of the maternal problems they have. Since these problems sometimes can be detected by medical investigations it is important for pregnant women to get medical care in order to save the life of the mother and the child. Restricting pregnant women to attend clinic can lead to the death of the mother and the child. 
In this study, the patriarchal role of men was also reflected in their identification of being in charge of household money and thus the decision maker of matters pertaining to maternal care. Participants from the focus group discussions revealed that, attending ante-natal clinic requires financial resources for transport fare and payment of maternal health services. However, they said that, since they don’t have decisions including those on the use of financial resources, it is difficult for them to have access to financial resources for such use. Moreover, they said that men were trying to limit their wives to attend ante-natal clinic to avoid providing money to their wives. Additionally they said that, men use to say if you don’t have a problem there is no necessary to attend ante-natal clinic.

 Asked on the attendance of pregnant women for antenatal clinic, the response from one of the health workers were as follows;

“It is true that the clinic attendance is very poor in this area, and I would group the reasons into three. The first one reflects women's views that pregnancy is a healthy state and so they see little reason to visit health professionals when they perceive no risk to their well-being. Simply they view pregnancy as socially contingent and physiologically healthy. The second reason relates to women's limited financial resources, so that even when antenatal care is offered free of charge, the cost of transport to get there, the loss of earnings associated with the visit, and the possibility of having to pay for medicines means that women are unable to attend. The third one is related to women's views that the antenatal services are inadequate and that the benefits of attending do not outweigh any potential harms. For example, pregnant women who initially recognized the benefits of antenatal care were often disappointed by the lack of resources and barriers from their husbands who don’t support them attending ante-natal clinic”.

These findings concur with the findings from other studies. Most cultures, especially in Africa, regard pregnancy and delivery as a female domain; therefore, men are often not expected to accompany their wives to the antenatal care (ANC) clinic or be present during delivery (Mullick, Kunene, Wanjiru, 2005; Theuring, et al., 2009). As a decision maker for the family, decisions around when, where and even if, a woman should have access to healthcare often fall to men. 

A study in Tanzania found that, households headed by men were associated with more home based deliveries (Mrisho, et al., 2007), while in Pakistan high decision making power by men was linked to low utilization of ANC and delivery care services (Hou &Ma, 2011). The International Conference on Population and Development in Cairo in 1994 (UNFPA, 1995) and the Fourth World Conference on Women, Beijing 1995 (United Nations; 1996),  (​http:​/​​/​www.biomedcentral.com​/​sfx_links?ui=1471-2393-13-134&bibl=B7​) pointed towards the need for involving and encouraging men to take responsibility for their sexual and reproductive behaviour, advocating that men are in a position to change attitudes and practice through their positions as community, religious and political leaders. However, they should also take individual responsibility as husbands and fathers to become involved in changing social attitudes including taking responsibility for reproductive health issues.

As a result some men occasionally had to ‘force’ their wives to seek care from facility-based services or sometimes, the Traditional Birth Attendant, as one woman said; 

“We are the ones who carry stomachs (pregnancies) yet, other people make decisions over our wellbeing. It is true that we have to listen and obey our husbands, but that’s too much. Sometimes when things become worse we are forced to seek help to TBAs, who are not professionals on my view. This has led to a number of birth complications in this village”.

There is a relationship between attending ante-natal clinic and access of resources such as money. As it has been established earlier in this study, women inability to access resources can be a contributing factor to the afore-mentioned socio-cultural factors that can contribute to maternal mortality. Here, lack of access to resources such as money can limit the pregnant woman to attend ante-natal clinic especially when the service is provided far away from her home. As observed before, attending ante-natal clinic is essential in order to know the pregnancy status and thereafter take necessary actions if any problem can be detected by health workers.  Lack of access to resources can also make the pregnant woman fail to pay for maternal health services which are under cost sharing with the government something that can discourage women to attend ante-natal clinic. Failure to attend ante-natal clinic can lead to unknown complications which at the end of the day can contribute to the death of the mother and probably the child.

4.3.3 Women Inability to Decide to go to the Hospital during Labour 
Inability to decide to go to the hospital by women during labour was another social factor found to be a contributor to maternal mortality. This was reported by 60% of the surveyed child bearing women in the study area. As stated earlier, women in the study area are not allowed to make decisions including that of going to the hospital for delivery without the husband’s permission. Lack of decision-making power to the pregnant women can lead to delays to seek help from skilled health personnel as well as hospitals with emergency services. This can be worse if it happens that the pregnant woman has some complications that need emergency attention. 

According to Turner (2010) the financial and time cost of travelling to health facilities and their low status and negotiating power within the household may mean there is a trade-off for rural poor women which may delay the decision to seek care. The barriers mentioned by Turner can lead to the death of the mother and her child. With regard to the consequences of delays to reach to the hospital for delivery, the respondents revealed the situation puts their life at risk.

 They said that, “some of us live very far from the hospital, and when you delay to go to the hospital it will be difficult to be sure that the delivery would be safe”. They also said that, sometimes their husbands delay the process of going to the hospital because they prefer to use Traditional Birth Attendants. The women pointed out that, their husbands preferred TBAs because they view them as local, making access much easier, particularly when transport was not available. Another factor is that, the health facilities are far from hospital and the roads are impassable, especially during the rainy seasons thus making the traditional birth attendants to be the only option.

As with ANC care, participants also identified reasons they should be accompanied by their husbands during the birth. They could organize transport if referral is required, be available to sign consent for surgery, and make decisions if complications occurred. Some women reported that in some cases, would or could not make major decisions in the absence of their husbands, another example of the dominant male role in the partnership. 

“When you are with him it shows contact, you are sure of what is going on there and in case of any complications or even if any referral might be needed, he may decide on what you can do…” 

Generally, child bearing women showed a concern for men to be responsible with the whole issue of safe motherhood. Women in the study area like any other women in African societies are denied resources yet are those who generate the income of the family. According to Meena (1996), in Tanzania it is estimated that women especially rural women provide 80 percent of labour force in rural areas and producing 60 percent of food production. Though, they are the main producers of cash crop, the situation does not allow them to own their own wealth.  In relation to women failure to access resources Nkhoma-Wamunza et al (1989) also found that, in most of the households studied in Iringa rural, husbands did not trust their wives when it came to the spending of money. Almost all use of household income had to be approved by the husbands. A wife had very little freedom to decide even on slaughtering a chicken for the family meal. This is unsafe to women because if, for instance a pregnant woman has no money and yet she feels labour pain while the husband is not at home, the process of going to the hospital will be impossible or delayed. This as a result can put the woman at risk particularly if there are complications which need emergency attention.     

The above evidence shows that some societies in Tanzania area still stuck on the systems which dominate and discriminate women. As it has been observed earlier in this study, such practices and attitudes have effects on maternal mortality. Pregnant women need to get the nutrients required by their bodies, and they as well need financial resources in order to acquire other facilities necessary for sustaining their maternal health. Cultural practices which restrict women from accessing material and financial resources limit the women’s ability to improve their health, and this can lead to conditions which contribute to maternal mortality. 

Conclusion  
This section presents the conclusion of the social factors identified to be contributing to maternal mortality in Makete district. Of all the child bearing women surveyed, about 71% agreed that there were maternal deaths. It was found that, among the social factors that contribute to maternal mortality are those which result from women inability to make decisions. The findings show that, these social factors include women’s inability to make decisions on family planning use. This was found to weaken woman’s health and body as she loses a lot of blood and energy due to continuous pregnancies. Moreover, women lack of decisions to go to the hospital during labour was identified. It was found that, waiting for decisions to be made by the husband can cause delays to the woman to get maternal care. These delays can lead to mother and child death because delayed labour cause fatigue to the mother and child thus making safe delivery impossible.  Another social factor identified was  women inability to decide to attend ante-natal clinic, it was found that, the maternal health status of the pregnant woman would not be known. As a result if there are some maternal complications it would be difficult to help the woman at late stage and this can lead to the death of the mother and the child. 
4.4 Identification of Cultural Factors that Contribute to Maternal Death
Regarding this objective, two cultural factors were identified to be contributing to maternal mortality. They include women inability to decide on child-bearing and women inability to make decisions on nutritious food. The findings are as presented in table 4.5

4.5: Cultural Factors that Contribute to Maternal Death in Makete District
Cultural Factor	Agree (%)	Uncertain	Disagree (%)
Women inability to decide on child-bearing	94	0	6
Women inability to make decisions on nutritious food	60	33	7
Source: Field Data (2012)
4.4.1 Women Inability to Make Decisions on Child Bearing
Preference of many children in the study area like any other African community was revealed by child bearing women respondents. The respondents agreed by 94% that lack of decision-making power over the number of children to bear can contribute to maternal mortality.  

Since the culture does not allow women to make decisions, the matter of how many children to bear is under men’s authority. When a woman is married, she is expected to start giving birth to children as soon as possible. According to Kitula, (2007) “when a young woman is married she is seen like a childbearing factory whereby she is expected to bear as many children as God can provide them”.

Multiple pregnancies / deliveries weaken woman’s health because in every delivery the woman loses energy and blood. This is because the woman does not get enough time to restore the energy and blood lost in the previous delivery. Not only this but also the health of a woman who bears many children deteriorates due to the increased workload of attending these children. Again this makes the woman to remain poor because most of her time is used to take care of the children instead of performing other developmental activities which can help to improve her health. Therefore, this weakness can cause the woman fail to push the child thus causing the death of the mother and the child.  
                                                                                                                                                                                                                                                                                                                                                                                  
The study went further on probing the extent at which men dominate in decision making in relation to other family members. The findings are as seen in figure 4.4. 
	
Figure 4.4: Domination of Men in Decision-making
Source: Field Data (2012)

Figure 4 portrays that, men play a potential role in decision making at the family level as it was indicated by about 79% of child bearing women. To worsen the situation, men were found to a certain extent; collaborate with their relatives in making decisions related to their families (45%). This situation had a big impact on decisions to be made on the number of children in the family. One of the women in the focus group discussion said; 

“Women are taken as nothing in this community. Men don’t care whether you are tired of bearing children now and then, they just insist on. You can’t even be given a chance to share your ideas, particularly when it comes to health issues. They tend to know everything”.
Oppressive systems prevail in many other African societies too. A study conducted by Shehu, (1999) shows that Nigeria is by tradition a patriarchal society in which women are discriminated from infancy. In the rural setting, gender disparity has been observed with women generally receiving less attention than men. Poorer access to medical services is compounded by social, cultural and economic factors including gender inequality in access to food, by burden of work and by special dietary requirements such as iron supplements. This is why many women and particularly rural women are often trapped in a cycle of ill-health exacerbated by child bearing and hard physical labour.

Despite the fact that women in Nigeria produce most of the nation’s food (some 60 – 80% of the labour input in African agriculture), and that are responsible for the survival of their family; they are inadequately recognized or rewarded for their efforts. They experience social exclusion and violations of their human, civil, legal and reproductive rights. In terms of their reproductive role, women suffer discrimination and marginalization through denial of rights to land ownership and access to credits facilities and inputs. In practical terms, this is reflected in adverse social and health statistics revealed in the maternal mortality and morbidity rates,1100/100,000 live births and also reflected in their limited access to educational and employment opportunities (Shehu, 1999).

4.4.2 Women Inability to Make Decisions on Nutritious Food
Women’s inability to make decisions on food stuff is another cultural factor that was identified to be a contributor to maternal mortality. About 60% of child bearing women reported to have no decision making power over the kind of food to eat. Food restrictions and taboos were organized accordingly to mainstream societal values dominated by patriarchal values of male superiority and preference, in which they exacerbate difficulties of pregnancy and childbirth often leading to maternal mortality or morbidity. Food restrictions and taboos constitute a major area of cultural impact that creates problems for pregnant women. It was found in some families that women eat food after men. Depending on the quantity and quality of food available, a pregnant woman who eats leftovers may also lack sufficient nutrition. One health worker commented that; 

“Nutritious food is very important to pregnant women as they help them acquire necessary nutrients, that can help to restore the worn out body tissues and stabilize the body. Each type of food has its function in the body and for this matter women need every type of food in order to nourish their bodies before, during and after pregnancy. Failure to this, it will cause some difficult conditions which can lead to maternal health risks because during child delivery there is a loss of energy and blood. Deficiency of food minerals can cause anaemia and other conditions which weaken the body and all these in turn can contribute to maternal deaths”.  
However, one of the village leaders argued that;

“Generally women are limited from eating foods such as meat, egg, fish and milk which most of the people perceive as delicious foods. Unfortunately, these foods which women are being restricted to eat are among the foods that contain essential nutrients for the body nourishment”.  
According to Meena (1996) meat, egg, fish and milk are rich in proteins, vitamins and mineral substances which are important for strengthening and maintaining the body as well as manufacturing the red cells. This source shows that lack of mineral substances for example, can lead to deficiency of red cells which as a result causes anaemia. Anaemia increases the risk of death from bleeding during childbirth. Generally, food restrictions are likely to be associated with culture, which in most of the African societies are defined by men, who determine habits related to food, which in turn has some implications for the health status of women.  For this reason, it can be confirmed that, restrictions of some nutritious food to pregnant women contribute to maternal death, as one health worker said;  

“It is very important for women to get nutritious and enough diet before, during and after child delivery.  If the consumption of nutrients by the women was not adequate before pregnancy, after conception it becomes difficult to improve their nutritional status during pregnancy. This is because their bodies have additional demand due to the growing baby. It is also important for the pregnant women to get nutritious food during pregnancy because the mother’s body needs suitable food in order to nourish her and the unborn baby.  After child delivery suitable food is needed in order to help the mother to recover the energy and blood lost during delivery”. 

Correct food intake by women can help them acquire nutrients which help to keep the body healthier and hence free from diseases. However, women with deficiency of nutrients before, during and after pregnancy experience a range of health complications which can contribute to higher risk of maternal mortality. According to Presser and Sen (2000) severe anaemia plays a part in up to 40 per cent of the estimated 600,000 maternal deaths each year in the developing world (UNFPA). In Ghana for instance, pregnant women are not encouraged to eat snails, which are rich in calcium to avoid their babies drooping at birth. Denial or avoidance of such foods can adversely affect the health of pregnant women by increasing their chances of suffering from anaemia.

The findings on food taboos in Makete District concur with Osken (1993) who found such taboos being prevalent in several Nigerian communities. During pregnancy and child birth in such communities; women’s eating habits are guided by these local taboos, which deny the consumption of certain food that can fall within the range of protein, carbohydrate or fruits. For instance, some communities among the Yoruba prohibit the ingestion of meat, egg, beans or other protein-containing foods during pregnancy.

Similarly in some communities of both the eastern and southern parts of Nigeria, pregnant women are discouraged from eating egg as they believe that it reduces contraction strength during labour, hence leading to difficult labour. Other forbidden foods are Okra soup and snail, for fear of excessive salivation of the infant; garden egg for fear of impaired speech in infant; and plantain for fear of delayed ossification of the anterior fortanelle; palm oil for fear of jaundice and certain fruits for fear of baldness (Adebajo, 1992).

A look at the itemized foods shows clearly that they are food of high nutritional values that are vital for pregnant women, because they enhance adequate foetal growth, maternal health and can help a woman to attain healthy labour. Absence of such food can lead to malnutrition; lack of a well balanced diet in the body of the mother, malnutrition during pregnancy and child birth is life threatening, it can lead to anaemia which in turn can result to both maternal and infant death.

 Sacks (1982) reported that in India, anaemia in pregnant women is related to numerous micro nutrient deficiencies in infant; it is associated with low birth weight and array of developmental risk for the child, in severe cases it can lead to both maternal and infant death. Therefore, women lack of decision-making in relation to food intake can lead to their weakness and thus can contribute to the death of the mother and the child.

However, nutritious food intake to pregnant women can be hindered by the women inability to acquire such food. This is due to the fact that, women in the study area are not allowed to make decisions also in type and amount of food to eat. This shows that, there is a big relationship between women’s ability to eat nutritious and access to resources. Denial to access and control over resources has effects on women’s health because if they are not allowed to use the resources, it is difficult for them to get enough and suitable needs needed to maintain their health. This therefore, can weaken their health which can lead to health complications during pregnancy and thereafter contribute to maternal death.










Figure 4.5: Responses of Women on Control of Resources in the Family
Source: Field Data (2012)

The findings in figure 4.5 indicate that, 79% of the respondents said family resources are controlled by men. These therefore, suggest that, the majority of women in the study area have no access to resources which can allow them to be able to take nutritious food for their improved maternal health. This as a result can cause weakness on the mother and at the end of the day it can lead to her death due to lack of energy and blood.

Moreover, findings from focus group discussions indicated that, pregnant women are not able to acquire nutritious food for various reasons. Firstly, it was revealed that, traditionally women are not allowed to decide on what kind of food to be prepared. Secondly, it was said that, traditionally women are not allowed to decide on how the family resources should be used and thirdly, it was revealed that, the community has to abide by the traditions which prohibit pregnant women from eating some of the nutritious food.  
Male participants on their side indicated that, cultural norms and values should be observed because they have keep norms and values which were left to them by their grandparents. They said that, some nutritious foods are prohibited to be eaten by pregnant women because they believe that they can cause some problems to the mother and the child. They said for instance by eating eggs, the child will be born without hair. 

Furthermore, they revealed that, to allow women to decide on family matters which include resource use is to violate traditional norms. The above mentioned factors therefore, resist women from getting required nutritious food that can help to improve their health. This as a result weakens the women’s body and during pregnancy and child delivery it becomes dangerous to the mother due to lack of energy.

Conclusion
This part presents the conclusion of the cultural factors identified to be contributors to maternal mortality. In relation to cultural factors that contribute to maternal mortality it was found that, women inability to make decisions on child bearing can contribute to maternal death. This is because it was found to increase women’s workload thus deteriorating their health. 

Another cultural factor identified to be a contributor to maternal mortality is women inability to make decisions on nutritious food. The findings revealed that, lack of nutritious food to a pregnant woman result to poor health and this puts her and her child at health risks. 
4.5 Assessment of Women’s Level of Decision-making on Issues that Can    Control Maternal Death
The study assessed the aspect of women participation in decision-making process as 
an important element in controlling maternal mortality. A question was asked on whether the level of decision-making of women is high in the study area. This question was asked through interview. The findings from the child bearing women respondents are as presented in table 4.6

Table 4.6: Responses of Women on the Women’s Level of Decision-making on Issues that Can Control Maternal Death 
Statement	Response	Frequency	Percentage






Source: Field Data (2012)

Findings in table 4.6 indicate that, 47%and 30% of the respondents disagreed and strongly disagreed respectively with the statement that the level of decision-making of women in Makete district is high. This therefore, suggests that, women in the study area had a very limited extent of making decisions. Women being denied to participate in decision-making is a sign of non consideration of women rights and problems. Men might be reluctant to involve women in decision-making who can suggest on how to deal with women issues because those problems do not affect them. For instance if the wife dies due to maternal problems,the husband is able to marry another women and get children as well. 

The issue of the level of decision-making of women was also discussed at focus group discussion. The findings showed that, the level of decision-making of women at their area is low. The participants revealed that, women are not involved in decision-making and they said;

 “We think that, the problem of men not involving women in decision-making is rooted from the belief that, women are different from men and therefore women cannot make good and effective decisions. This is not true; we can make effective decisions if we are involved in decision-making. ”

Women participants also associated this problem with men to stick on traditional beliefs. They revealed that, men adhere to the traditional beliefs because they favour them (men).  

Findings from the male participants indicated that, women are not supposed to be involved in decision-making process. They said that, women are there to listen and implement what is being decided by men. They revealed that, if women are involved in decision-making they will not respect men. They also said that, their traditional norms and values recognize men to be leaders and decision-makers of the family matters. Hence, they said that, involving women in decision-making will be against their tradition.
The observations during this study indicated that, men in the study area most of the time are not available at homes. There are those who go far away from their homes to search for employment and there are those who go to drink beer. Therefore, excluding women in decision-making process in such situation is dangerous to pregnant women. Any emergency that needs urgent attention can happen while the man to make decisions is not available. This may lead to delays which its end result is the death of the mother or the child.    

A question was asked to both male and female participants and female during focus 
group discussions on whether the community regard necessary for women to participate in decision-making.  According to female participants, community especially men does not consider for women to participate in decision-making. Female participant on their side, revealed that, since the situation has been in practice for long period, women particularly the elders are used with the situation. Elder women insist on women adhering to the traditional norms and values by being listeners and implementers of what is being decided by men. Moreover, women participants said that, it is difficult for people in the community to change their mind set concerning participation of women in decision-making. This is because other women also insist on men to be decision-makers thus legitimizing women to be denied to participate in decision-making. 

Another question was asked on what could be the reasons for their community to see that it is not necessary to involve women in the decision-making process. Responding to this question, the respondents said that, traditionally women are treated inferior to men therefore, people especially men don’t think that, women can contribute effectively in decision-making. According to Meena (1996) “gender is the social construction of what is to be a woman and a man. Through patriarchal principles gender roles are assigned to males and females and the social position of women and men is determined. It assigns female gender a subordinate position while the male gender is assigned to superior positions”. As a result this leads to men being supreme in decision-making process over women hence, limiting women opportunities to participate in decision-making. 

From the explanations given by the respondents above, it indicates that, by men being superior in decision-making, women are inferior in the same. Women inferiority in decision-making can lead to women’s failure to participate in making decisions that affect their maternal issues. Decisions made by men, like control over family resources, might not put into consideration issues which can help to improve women’s health thus increasing women’s health risks. Women low status for instance limits women access to economic resources and education and thus affecting their ability to make decisions related to their health, nutrition and other issues which affect their wellbeing. 

This is substantiated by Tanzania Poverty and Human Development Report (2009) which points out that, “miss-involvement of women in decision-making are attitudes rigidly based on patriarchal structures which limit women voices from influencing allocation of domestic resources”. Generally, cultural norms can be the source of prevailing unequal decision-making opportunities in most of African societies as established earlier that in the study area traditionally women are not allowed to make decisions. Lack of decision-making power among women creates situations which can deteriorate their health and wellbeing thus putting them at health risks. 

Male participants also pointed out that, the community does not consider necessary women to participate in decision-making. According to them, women are not involved in decision-making because the traditional norms and values of their society do not allow women to do so. For this reason they said that, it will not be wise to go against cultural norms and values inherited from their fore parents. When asked if there is a relationship between maternal death and lack of decision making among women, they said that, they don’t think that there is any relationship between the two. They argued that,

” If that was the case, there would be no people since women who reproduce would have died. Since our ancestors where we inherited these practices there were pregnant women who died and who didn’t.  There are also men who die yet they participate in decision-making, therefore, dying is not a matter of being not involved in decision-making but is a God’s wish”.    

The findings above show how community in the study area is not aware that, maternal death can be rooted from disregarding women participation in decision-making. Unfortunately, they also don’t believe that, inability for women to participate in decision-making can put women’s health at risk. Unless this situation is addressed, the community in the study area will proceed with disregarding women participation in decision-making. This results in having in poor women welfare and thus contributes to maternal death. 

Recently, women’s autonomy and its association with reproductive health and behaviour have emerged as a focal point of investigations and interventions around the world. Particularly, since the Cairo International Conference on Population and Development in 1994, ICPD (United Nations 1994), women role has been a priority area not only for sustainable development, but also in reproductive health. Women autonomy on reproductive health is necessary because in most of the communities women have the role to ensure the welfare of their families. Not only this but also women in developing countries have been the main actors in economic development. 

For this reason, women need to have autonomy in decision-making particularly on issues related to their health. This can help to improve their health and therefore be able to carry out activities in a way that they are not affected. According to a report by Food and Agriculture Organization (2010), in many African countries 33% of the workforce and 70% of the agricultural workers are women. Additionally, the report shows that, 60-80% of the labour force which produce food for household consumption and sale are women.  

Due to the heavy work load which women shoulder, decision-making autonomy is needed in order to help them arrange their schedule concerning farm work, household chore and issues related to their health. Ever since the advent of Women in Development literature in the 1970s, many researchers have argued that, women’s empowerment is closely linked to positive outcomes for families and societies (Presser & Sen, 2000). Hierarchies based on gender and generation determines the course of household decision making in many societies. There are two important reasons to examine the relationship between women’s decision-making power and their uptake of maternal health services. First, women with more decision-making power may be more likely to use maternal health services. Thus, if a woman has little decision-making power in her household and her husband or the household head discourages her from using maternal health services, she would not likely use those services (Mumtaz & Salway, 2007 (​http:​/​​/​heapol.oxfordjournals.org​/​content​/​early​/​2012​/​04​/​20​/​heapol.czs042.full" \l "ref-30​)). 

Secondly, according to Thomas (1990 (​http:​/​​/​heapol.oxfordjournals.org​/​content​/​early​/​2012​/​04​/​20​/​heapol.czs042.full" \l "ref-38​)), Felkey (2005 (​http:​/​​/​heapol.oxfordjournals.org​/​content​/​early​/​2012​/​04​/​20​/​heapol.czs042.full" \l "ref-11​), Basu (2006 (​http:​/​​/​heapol.oxfordjournals.org​/​content​/​early​/​2012​/​04​/​20​/​heapol.czs042.full" \l "ref-3​), and Lancaster et al. (2006 (​http:​/​​/​heapol.oxfordjournals.org​/​content​/​early​/​2012​/​04​/​20​/​heapol.czs042.full" \l "ref-24​)),  research has attempted to explore intra-household decision-making power and it links with human development. Though there is some evidence of a positive relationship between women’s decision-making power and children’s schooling, particularly in the literature on conditional and unconditional cash transfers to women as an instrument for improving women’s decision-making power (Duflo 2003 (​http:​/​​/​heapol.oxfordjournals.org​/​content​/​early​/​2012​/​04​/​20​/​heapol.czs042.full" \l "ref-9​); Gitter & Barham 2008 (​http:​/​​/​heapol.oxfordjournals.org​/​content​/​early​/​2012​/​04​/​20​/​heapol.czs042.full" \l "ref-13​); Holmes et al. 2010 (​http:​/​​/​heapol.oxfordjournals.org​/​content​/​early​/​2012​/​04​/​20​/​heapol.czs042.full" \l "ref-21​)).

There are a number of ways by which women’s decision making power might come to be associated with improved health outcomes. This study embarked on three aspects which include; day to day health enhancing behavior, intra house resource allocation and access to emergency care. Respondents were asked whether decisions on these aspects were made by women alone, men alone or were jointly decided. The findings are as can be seen in the figure 4.6.

Figure 4.6: Responses of Women Respondents Concerning Decision-making on Health Issues
Source: Field Data (2012)

Many actions that lead to better health outcomes emerge from day-to-day health enhancing behaviors, such as better personal hygiene, regular access to preventive treatments such as timely vaccination, and devotion of time to slowly spoon feeding toddlers instead of leaving them chewing on a biscuit or bread (Basu, 2006 (​http:​/​​/​heapol.oxfordjournals.org​/​content​/​early​/​2012​/​04​/​20​/​heapol.czs042.full" \l "ref-3​)). The findings from the child bearing women reveal that, decisions on such behaviors are made mostly by women (73%). Asked on the health enhancing behavior, one of the village leaders had the following to say;

“You know most men in this area exercise superiority to their wives. So you cannot come across a man involved in issues like maintaining hygiene in the family. Such kinds of activities are directly linked to women, and that’s why they have enough power to decide on them. Men are involved in hard decision like making sure that food is always available in their homes”.

The findings are also supported by Bloom et al. (2001 (​http:​/​​/​heapol.oxfordjournals.org​/​content​/​early​/​2012​/​04​/​20​/​heapol.czs042.full" \l "ref-7​)) who contend that many of health enhancing behaviours are done by women and are often related to fundamental rules that households live. This shows that while many factors besides gender empowerment affect these behaviors (most notably household wealth and women’s participation in the labor market) in situations where women have control over time and money they may be able to make more effective decisions leading to better health outcomes for themselves than when decisions are controlled by men who then delegate these tasks to women.

At any given income level, households must choose where their resources will be spent (intra household resource allocation). Even for poor households, some implicit tradeoffs occur between quality of housing, food expenditure, health and education expenditure, purchase of large consumer durables, and personal consumption items such as tobacco and alcohol. Women in the current study were found to have limited decision making ability on resource allocation at the family level (23%). The findings revealed that women were not allowed to decide on issues that would mean spending some money. One of the child bearing women said that,

“Our society is very strict on family expenditures, and of course some of us are used to that situation. It stems from our ancestors that a woman has to either ask or wait until the husband is there in order to do some expenditure. Things like allocating money for school children, paying for medications, buying food and other family basics, must be authorized by the husbands. Women are just there to implement what their husbands decide”.

Limited decisions on resource allocation could affect the wellbeing of the child bearing women, and the family at large. The findings also showed that, women being restricted to access resources can contribute to women’s poverty in a way that, it limits women from improving their economic status. For instance, when the women are restricted to access fertile land, then the production will be little, and this will have an impact on the health of the family particularly women. This is because women are responsible for production of food crops as well as the household chores which consume much of their energy and time. If they are not feeding well, their bodies become weak and fatigued hence their health is at risk specifically during pregnancy. On the other hand restriction to financial resources limits pregnant women to acquire facilities, services and foods that help to improve their maternal health. In relation to the issue of women restriction to access resources, According to United Nations Economic Commission for Africa (2007), in the rural sector and the poor suburbs, women carry a heavier burden because by tradition, women lack property rights and they also lack adequate knowledge on existing credit facilities.   

According to Dwyer and Bruce (1988) households in which women have more power devote a greater proportion of resources to child-centered expenditures, although there is little quantitative validation of differential spending patterns. When women are seriously ill, all family members (men or women) may recognize the need to obtain medical care and will do so if they can afford it and if care is available. However, if women need to consult with husbands and family elders, it is possible that, they may not receive immediate care. In this study, the women’s decisions on the emergency cases that need treatments were represented by only 17%, which means that even in emergency cases they had to wait until the husband decides (77%). If a woman must wait for her husband to return home before she can visit a doctor, the likelihood of her survival will be lower than if she can independently make decisions regarding health care and immediately go to a doctor. Commenting on the same, one health worker from Ilamba village commented that; 

“Dealing with urgent treatment is a big problem with people of this community. We are always receiving patients at their last stages; leave aside pregnant women, even other illnesses. People come to seek medication when the disease is at the last stage. A good number of maternal deaths is due to lateness to get proper services. It is interesting that women here cannot decide even on their own health affairs”.

High percentage of men in decision making to even serious cases weakens the well being of women, particularly in rural areas. There should be initiatives aimed to make men get involved in women’s health. Reaching men in sexual and reproductive health is vital in order to promote mother’s health. In relation to this during women focus group discussion, one respondent said that:

“Reaching men is a winning strategy. When men are involved in maternal issues, it will foster their support of their partners during the whole maternal period. Marginalizing men in the reproductive sphere has proved harmful to women's health in general and reproductive health in particular. That’s why you find even in emergencies they don’t care. There is an urgent need for equity in gender relation, responsible sexual behavior and active involvement of men in reproductive health programmes in order to fulfill women’s reproductive health requirements as well as their own.

A question was asked on whether women are able to make decisions when emergency cases occur. This question was asked to the in-depth interview respondents and the findings are as presented in table 4.8.

Table 4.7: Responses of Women on Women Decision-making during Emergency Cases
Statement	Response	Frequency	Percentage






Source: Field Data (2012)

Findings presented in table 4.8 show that, 60% of the respondents disagreed while 20% of the respondents strongly disagreed with the statement that women are able to make decisions during emergency cases. Another 20% of the respondents agreed to the same statement. These findings therefore, indicate that women in the study area are not allowed to make decision even when there is an emergency that needs to be acted upon immediately. The end result of this situation is the increase of the possibility of the death of the mother and the child. This therefore, back steps the efforts by the government and other stakeholders towards the implementation of the Millennium Development Goals number 4 and 5 which are concerned with the reduction of child mortality and improving maternal health (United Nations 2007).
  
A  study conducted by UNFPA (2001) reports that, in developing countries, women’s decision in relation to health treatment (especially among the poor) are made by the husband, the household head or the mother in law, as such, unless support comes from family, husband or friends, women often tend not to seek treatment. Similarly, in a study by Shehu (1999) explained that, cultural restrictions imposed by male house hold heads, tend to hinder women’s autonomy because women cannot decide to seek care from health facility in the absence of the husband and other male relatives. Such practice is prevalent in some other parts of the world, for instance, a research conducted in Maharashtra- India, reveals that, reduced maternal autonomy is associated with higher maternal and infant death. 











Figure 4.7: Effects of Women's Poor Participation in Decision-making in Relation to Maternal Health
Source: Field Data (2012)

The findings in figure 4.9 show that, about 87% of participants reported that, poor decision making can lead into limited ante-natal clinic attendance. Antenatal care for instance, is an umbrella term used to describe the medical procedures and care that are carried out during pregnancy. The overall aim of antenatal care is to produce a healthy mother and baby at the end of pregnancy (Lindmark and Cnattingius 1991), thus, limited ante natal clinic attendance may expose women to maternal complications or deaths. Ultimately what is required is an improvement in socioeconomic conditions, the promotion of female education simultaneously with a broader concept of what constitutes women's health, and the gathering of more accurate statistics to increase the understanding of the needs of women. The findings in figure 9 also indicate that, 81% of the respondents reported that, women inability to make decisions can lead to early marriages. On delay of required care, poor nutrition and early child bearing it was reported by 74, 61%, and 60% respectively.
Findings presented in figure 9 reveal that, there is a relationship between women inability to make decision and maternal death increase in the study area. This is substantiate by a report by UNFPA, (2012) which points out that, high maternal mortality rates are an indication not only of poorly functioning health systems, but also of deep-rooted gender inequalities that leave women with limited control over decision-making. This restricts their access to social support, economic opportunities and health care which are important elements to help women improve their wellbeing. 

A question was asked on what are the reasons for women being denied to participate in decision-making. This question was asked to focus group discussion participants. The findings from female participants indicated that, women are not included in decision-making because men feel superior to women. The participants revealed that, this situation has been built by their society through customary law which gives power and authority to men. They also said that, the customary law is used as a criterion to oppress women. The participants moreover, argued that, the cultural beliefs which their society still maintains are time out because they are disadvantageous to women.

Findings from male participants showed that, women are not involved in decision making because the cultural norms and values restrict women from doing so. Male participants revealed that, cultural norms and values should be respected in order to have a better community. They also said that, the initiators of those traditional practices had a reason therefore; it is not wise to eliminate them.  When asked if these cultural practices have effects to women; male participants said that, adhering to cultural norms and values cannot affect women. 

The findings of this study are similar to the findings of other studies conducted previously. Duflo (2003) points out that, the reasons for women under-represented in decision-making include the gender stereotypes, discrimination and segregation in education and labour market. He also mentions other reasons as lack of policies to make it easier for women and to strike the right work-life balance and the unequal distribution of domestic and family chores. He further mentions other reasons such as political environment, corporate culture and media attitudes to be too unfavorable to women. According to Meena (1996), “policy makers and planners have failed to address the socially structured subordination of women to men. Unequal division of labour, legal discrimination against women and abuse of women's basic human rights have been more or less ignored by policy makers and planners, despite the lip service paid to the elimination of sexual discrimination”.

What has been disclosed by the authors above is the consequence of patriarchy system which according to Kitula (2007) “created inequality in terms of rights of expression, decision-making, ownership of resources and on individual welfare between men and women”. Patriarchy system is a source of all the above mentioned situations and it seems to be difficult to get free from this system.  Kitula (ibid), further points out that, “The majority of the members of the society, accept gender difference as normal and natural. This gender difference has been created by patriarchy system through socialization process”. Therefore, since men occupy the superior positions vested with powers legitimized by customary law, continue to defend their status quo (which benefits them) even if it can be detrimental to women’s life. This concurs with the conflict theory which contends that, the relationship between females and males has traditionally been one of unequal power, with men in a dominant position over women.             

Lack of decision-making power on woman can contribute to maternal mortality in various ways. For instance woman inability to make decision will require her to seek permission from the husband or the male relative before receiving health care during pregnancy and delivery. If the woman will not be allowed or if the process to get permission will be delayed, the woman will be at risk especially when there are some emergency cases. Eng (2010), in her document titled Glossary on Maternal Health with Additional Focus on Gender Issues, points out that, the woman’s lack of decision-making power within her household can cause delays to receive care. Eng further says that, such cases when a woman has decided to seek care, she can suffer life-threatening delay if she requires the permission from her husband or other relatives in order to receive care. 

Moreover, this study found that women’s lack of decision-making power can contribute to maternal death due to woman’s failure to acquire nutritional food that is very important for her. Lack of nutritional food may lead to body weakness and diseases such as anaemia which can put a pregnant woman at health risk.
Conclusion 
This part presents the conclusion of the assessment of women’s level of decision-making on issues that can control maternal mortality. The findings indicated that, majority (30%) and (47%) of the respondents strongly disagreed and disagreed respectively with the statement that, the level of decision-making of women in Makete district is high. These findings therefore suggest that, the level of decision-making of women in the study area is low.  Findings from the focus group discussions indicated that, .the community does not consider necessary to involve women in decision-making. It was also found that, women are treated as inferior to men thus the community sees that, involving women would not make a difference. Furthermore, it was found that, women were denied decision-making even when there are emergency cases. This was revealed by in-depth interview respondents whereby 60% of them disagreed with the statement that, women are able to make decisions when emergency cases occur. From the observation, it was found that, men in the study area most of the time are not available at their homes for various reasons. Excluding women from decision-making is dangerous for pregnant women especially during emergency cases where it can cause delays to get maternal care thus leading to maternal death. 

With regard to the effects of women’s low level of decision-making on issues that can control maternal death, the findings indicated that, of all six factors mentioned to be the effects of low level of women in decision-making, limited ante-natal clinic attendance scored higher (87%). Other factors scored as follows; early marriages 81%, bearing many children 74%, delays required care 61% while poor nutritious food and early child bearing scored 60% each. It was found that, limited ante-natal clinic attendance restricts the pregnant woman to receive required maternal care. This can increase health risks to the mother and her unborn child. It was also found that, the pregnancy status would not be known and if the complications would be recognized at later stage, the life of mother and the child could be at risk. 














5.0 SUMMARY OF FINDINGS, CONCLUSION AND RECOMMENDATIONS

5.1 Introduction
This chapter provides a summary of findings, conclusion and recommendations on the effects of socio-cultural factors on maternal mortality in Makete District-Iringa region, Tanzania. This chapter has three major sections; it provides the summary of findings, conclusion and recommendations.

5.2 Summary of Findings   
Maternal death seems to be a major problem around the world, particularly in developing countries that is to say sub-Saharan Africa and Asia. Tanzania is among the world’s highest infant and maternal mortality rates in the developing countries South of Sahara. Tanzania has set and implemented a number of plans in order to reduce maternal deaths. They include provision of adequate maternal health services, deployment of skilled birth attendants, improvement of transport facilities and sensitization on safe motherhood through media and meetings. Apart from all these efforts, maternal deaths are still prevalent in some communities of Tanzania particularly in rural areas. This study therefore, intended to find out whether socio-cultural practices contribute to maternal deaths in Makete District. 

The main objective of this study was to assess the effects of socio- cultural factors on maternal deaths in Tanzania Makete District. The specific objectives included identifying social factors that contribute to maternal death, identifying cultural factors that contribute to maternal mortality and assessing the women’s level of decision-making on issues that can control maternal death.  The findings of the study are as summarized below.  

5.2.1 Identification of Social Factors that Contribute to Maternal Death.
The social factors identified to be contributing to maternal death in Makete district include women inability to make decisions on family planning use. This was found to weaken women’s health and women are likely to lose a lot of blood and energy due to continuous pregnancies and deliveries.  Another social factor identified to contribute to maternal death was women inability to decide to attend ante-natal clinic. In relation to this social factor it was found that, the maternal health status of the pregnant woman would not be known. As a result if there are some maternal complications it would be difficult to help the woman at late stage and this can lead to the death of the mother and the child. 

Furthermore, women inability to make decisions to go to the hospital during labour was identified to be another factor contributing to maternal mortality. It was found that, waiting for decisions to be made by the husband can cause delays to the woman to get maternal care. These delays can lead to mother and child death because delayed labour cause fatigue to the mother and child thus making safe delivery impossible.  

5.2.2 Identification of Cultural Factors that Contribute to Maternal Death 
They include women lack of decision-making on child bearing whereby it was found that, many children increase women’s workload hence deteriorates their health. Moreover, the findings showed that, lack of decision on nutritious food can lead to women poor health and as a result contribute to maternal death.

5.2.3 Assessment of women’s Level of Decision-making on Issues that Can Control Maternal Death
With regard to the level of decision-making of women, the findings indicated that, majority (30%) and (47%) of the respondents strongly disagreed and disagreed respectively with the statement that, the level of decision-making in Makete district is high. These findings therefore suggest that, the level of decision-making of women in the study area is low.  Findings from the focus group discussions indicated that, the community does not regard necessary to involve women in decision-making. It was also found that, women are treated as inferior to men thus the community sees that, involving women would not make a difference. 

Furthermore, it was found that, women were denied decision-making even when there are emergency cases. This was revealed by in-depth interview respondents whereby 60% of them disagreed with the statement that, women are able to make decisions when emergency cases occur. From the observation, it was found that, men in the study area most of the time are not available at their homes for various reasons. Excluding women from decision-making is dangerous for pregnant women especially during emergency cases where it can cause delays to get maternal care thus leading to maternal death. 

 In relation to the women’s low level in decision-making on issues that can control maternal deaths in Makete district, the findings indicated that, of all six factors mentioned to be the effects of women low level in decision-making scored as follows: limited ante-natal clinic attendance 87%, early marriages 81%, bearing many children 74%, delays required care 61% while poor nutritious food and early child bearing scored 60% each. All the above mentioned factors have an impact on maternal health thus, limiting women to control maternal mortality.  

5.3 Conclusion 
The main objective of this study was to assess the effects of socio-cultural factors on maternal death in Makete district. From the findings it was revealed that, the social factors which contribute to maternal death include women’s inability to make decisions on family planning use. This was found to weaken woman’s health and body as she loses a lot of blood and energy due to continuous pregnancies. Moreover, women lack of decisions to go to the hospital during labour was identified. It was found that, waiting for decisions to be made by the husband can cause delays to the woman to get maternal care. These delays can lead to mother and child death because delayed labour cause fatigue to the mother and child thus making safe delivery impossible.  Another social factor identified was women inability to decide to attend ante-natal clinic, it was found that, the maternal health status of the pregnant woman would not be known. As a result if there are some maternal complications it would be difficult to help the woman at late stage and this can lead to the death of the mother and the child.

Regarding to the cultural factors that contribute to maternal mortality it was found that, women inability to make decisions on child bearing can contribute to maternal death. This is because it was found to increase women’s workload thus deteriorating their health. Another cultural factor identified to be a contributor to maternal mortality is women inability to make decisions on nutritious food. The findings revealed that, lack of nutritious food to a pregnant woman result to poor health and this puts her and her child at health risks. 

In relation to the assessment of women’s level of decision-making on issues that can control maternal mortality, the findings indicated that, majority (30%) and (47%) of the respondents strongly disagreed and disagreed respectively with the statement that, the level of decision-making of women in Makete district is high. These findings therefore suggest that, the level of decision-making of women in the study area is low. Findings from the focus group discussions indicated that, .the community does not consider necessary to involve women in decision-making.  

Furthermore, it was found that, women were denied decision-making even when there are emergency cases. This was revealed by in-depth interview respondents whereby 60% of them disagreed with the statement that, women are able to make decisions when emergency cases occur. From the observation, it was found that, men in the study area most of the time are not available at their homes for various reasons. Excluding women from decision-making is dangerous for pregnant women especially during emergency cases where it can cause delays to get maternal care thus leading to maternal death. 

Given that, it was found that women’s level of decision-making on issues that can 
control maternal death is low, it was necessary to find out if this situation could have some effects. The findings indicated that, of all six factors mentioned to be the effects of women low level of decision-making, limited ante-natal clinic attendance scored higher (87%). Other factors scored as follows; early marriages 81%, bearing many children 74%, delays required care 61% while poor nutritious food and early child bearing scored 60% each. It was found that, all the above mentioned factors can lead to conditions which can contribute to maternal death.

5.4 Recommendations 
In order to ensure that there is a significant decrease of maternal deaths in Tanzania, the study recommends to local government and other stakeholder as follows:  

5.4.1	Recommendations to Local Government
i)	Regarding the socio-cultural factors that contribute to maternal death, the study recommends that, the local government should abolish patriarchal system which is the source of women inability to make decisions in various matters.
ii)	With regard to the women’s level of decision-making, the study recommends to the policy makers to establish policies which can help to gradually eliminate gender inequalities based on patriarchal system by ensuring that gender equality policy is incorporated into the law and is also sensitized to the society at all levels. 
iii)	Regarding women’s level of decision-making on maternal mortality’ it is recommended that, the local government should promote equal opportunities and equal participation in policy and decision-making between men and women.
5.4.2	Recommendations to Women
i)	With regard to social factors and cultural that contribute to maternal death, the study recommends that, women organizations should sensitize on the importance of women standing up boldly for their rights that is to say self actualization rather than waiting for sympathizers to speak for them. They should say no to all negative and oppressive cultural practices and traditions that put men at the top at the expense of women.
ii)	In relation to women’s level of decision-making on issues that can control maternal death, it is recommended that, women organizations should advocate and encourage women at all levels to contest for decision-making positions.
 
5.4.3	  Recommendations to Social Workers and Local Leaders
i)	With regard to social factors and cultural factors that contribute to maternal deaths it is recommended that, social workers in collaboration with local leaders should educate men, women and the public in general on the impacts of unfavorable cultural practices and traditions on maternal health. 
ii)	On women’s level of decision-making on issues that can control maternal death, it is recommended that, social workers and local leaders should provide leadership and self-esteem training to assist women to strengthen their self-esteem and to encourage them to take decision-making positions.

5.4.4	Recommendations to Men
i)	Pertaining to social factors and cultural factors that contribute to maternal mortality, it is recommended that men should abandon all the cultural practices 
and traditions which are detrimental to women’s welfare.
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    a. 15 – 19                                                                                   e. 35 - 39
    b. 20 – 24                                                                                  f. 40 - 45
    c. 25 – 29                                                                                  g. 46 - 49
    d. 30 – 34

4. Marital Status
    a. Single                                                                                    d. Separated
    b. Married                                                                                 e. Widow
   c. Divorced

5. Education
    a. No education                                                                            c. Secondary level                                                                                  
    b. Primary level                                                                      d. Tertiary level
   e.Others………………………………………………………………………………

6. Occupation
    a. Farmer                                                                                        c. Entrepreneurial
   b. Employee                                                                             d. House wife
Part II: Socio-Cultural Factors That Contribute To Maternal Death
7. Are maternal deaths exist in Makete District





8. What do you think are the possible socio-cultural factors contributing to maternal deaths in Makete District?
	SA	A	UN	D	SD
Women inability to make decisions on child bearing 					
Lack of decision-making on family planning use					
Inability to decide to go to the hospital during labour					
Inability to make decisions to attend ante-natal clinic					
Lack of decisions on nutritious food					





Male relatives such as father, uncle or brothers					
Female relatives such as mother, aunt or sister 					














13. Are there any food restrictions for pregnant women in your society? 
14. If the answer is “yes” in 13 above, please mention the types of food that pregnant women are restricted to eat. 
15. Both men and women have equal rights to own resources in the family. (Please tick an appropriate option) 
Yes	
No	
                        




17. Do you think equal participation in decision-making can help to reduce maternal deaths? Please give the reasons for your answer.
18. Is there a need for equal ownership of property between men and women? If the answer is yes, please mention












Part III: Assessment of Women’s Level of Decision-Making on Issues that Can Control Maternal Death







22. Do you think women in Makete District participate fully in decision making? 
23. If the answer is no in 20 above, please explain why?
24. Does the community see the necessity to involve women in decision-making? Please give reasons for your answer.
25. Do you think there is an equal representation of men and women in decision-making organs?
26. What can be the effects of women’s level of decision-making on maternal mortality?
 	SD	D	UN	A	SA
Can delay pregnant women to get required care					
Can limit ante-natal attendance					
Can lead to women bearing many children					
Limits women to acquire nutritious food					
Can lead to early marriages					
Can lead to early child bearing					





































Women Fail to Control Maternal Death

Social and cultural Factors (Barriers)

Advocate for Equal Opportunities in Decision-making

Conflict Theory





